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CHRONIC RESPIRATORY DISEASES 

Chronic respiratory diseases (CRDs) are chronic diseases of the airways and other structures 
of the lung. It includes many chronic respiratory ailments such as COPD, asthma, occupational 
lung diseases, interstitial lung disease and others. PEN focuses particularly on bronchial asthma 
and chronic obstructive pulmonary disease (COPD), which are major public health problems 
accounting for a significant burden in low- and middle-income countries 

Asthma 

1. ASSESS 

Risk factors of Asthma 


Non-modifiable risk 

Modifiable risk 

Age: Onset of asthma is more 
common in younger age group 

History of atopy: eczema, recurrent 
sneezing, itchy/watery eyes 

Family history of asthma or atopy 
Genetic 

Indoor allergens: house dust mites, 
animal proteins (eg, mouse, cat, and dog 
allergens), cockroaches, and fungi 

Tobacco smoke 

Outdoor and indoor air pollution 
Respiratory viral infections 

Occupational dust (industrial) exposure 


Symptoms of asthma 
Cough 

• Difficult breathing 

• Chest tightness 

• Wheezing 

2. DIAGNOSE 


The following features make a diagnosis of ASTHMA more likely: 

■ previous diagnosis of asthma; 

■ symptoms since childhood or early adulthood; 

■ history of hay fever, eczema and/ or allergies; 

■ symptoms triggered by respiratory infection, exercise, weather changes or stress; 

■ intermittent symptoms with asymptomatic periods in between; 

■ symptoms worse at night or early morning; 

■ symptoms respond to salbutamol. 

















3. TREATMENT 

Pharmacological Treatment 

A stepwise approach is recommended as follows 

i. Inhaled salbutamol prn (when necessary) 

ii. Inhaled salbutamol prn plus low-dose inhaled beclometasone, starting with 
lOOug twice daily for adults 

iii. Add low-dose oral theophylline to Step 3 treatment (assuming long-acting beta 
agonists and leukotriene antagonists are not available) 

iv. Add oral prednisolone, but in the lowest dose possible to control symptoms 
(nearly always less than lOmg daily) 

IMPORTANT: Check the patient’s adherence to treatment and observe their inhaler 
technique 

4. REFER 

The patient should be referred in the following conditions: 

• When asthma is poorly controlled 

• When the diagnosis of asthma is uncertain 

• When regular oral prednisolone is required to maintain control 

5. FOLLOWUP 

Patient and family education should be provided 

• Advise the patient to carry the device always 

• Emphasize the need for adherence to drugs. 

• Advice regarding dealing with triggers 

6. ACUTE EXACERBATION OF ASTHMA 

The following patients have a high risk of future exacerbations and may have a poor asthma 
outcome. 

Risks for exacerbation 

• Uncontrolled asthma symptoms 

• One or more severe exacerbation in previous year 

• Start of the patient’s usual ‘flare-up’ season 

• Exposures: tobacco smoke; indoor or outdoor air pollution; indoor allergens 

• Major psychological or socio-economic problems for child or family 

• Poor adherence with controller medication, or incorrect inhaler technique 

Management of Asthma exacerbation 

• Prednisolone 30-40mg for fve days for adults and lmg per kg for three days for children, or 
longer, if necessary, until they have recovered; 

• Salbutamol in high doses by metered dose inhaler and spacer (e.g. four puffs every 20 
minutes for one hour) or by nebulizer; 

• Oxygen , if available, if 02 saturation levels are below 90%) 












Chronic Obstructive Pulmonary Disease 
(COPD) 

1. ASSESS 

Risk factors for COPD 

• Tobacco smoking in all forms 

• Environmental tobacco smoke 

• Exposure to biomass fuel smoke 

• Occupational exposure 

• Outdoor air pollution 

• Pulmonary TB 

• Poorly treated asthma 

• 

Symptoms of COPD 

The initial suspicion of COPD is based on the presence of risk factors and symptoms. Based 
on this, further investigations may be required to confirm the diagnosis of COPD and to refute 
other possible alternate diagnosis (eg. Pulmonary TB, bronchiectasis) 


Symptoms suggestive of COPD 

Symptoms suggesting alternate diagnosis 

Progressive difficulty in breathing 

Chest pain 

Chronic cough (> 8 weeks) 

Fever 

Chronic sputum production 

Significant weight loss 

Exposure to risk factors 

• Tobacco smoke 

• Biomass fuel 

• Occupational exposure 

Orthopnoea 

Symptoms worsening at night 

Haemoptysis 



















2. DIAGNOSE 

Diagnosis of COPD is made based on the following symptoms 

Features suggestive of COPD 


The following features make a diagnosis of COPD more likely: 

■ previous diagnosis of COPD; 

■ symptoms start in middle age or later (usually after40); 

■ history of heavy and prolonged exposure to burning fossil fuels in an enclosed 
space, or high exposure to dust in an occupational setting; heavy smoking, i.e. >20 
cigarettes per day for >15 years; 

■ symptoms worsen slowly over a long period of time; 

■ symptoms that are persistent with little day-to-day variation. 

■ long history of daily or frequent cough and sputum production; starting before 
shortness of breath; 


3. TREATMENT 

Phannacological 

• Inhaled salbutamol, two puffs as required, up to four times daily; 

• if symptoms are still troublesome, consider low-dose oral theophylline; 

• if ipratropium inhalers are available, they can be used instead of, or added to, 
salbutamol, but they are more expensive. 

4. REFER 

Patient should be referred in the following conditions 

• If the symptoms are severe i.e breathlessness at rest 

• Non responding to treatment or worsening of respiratory symptoms 

5. FOLLLOWUP 

Patient and family education should be provided. Ensure that the patients and their family 
understand that smoking and indoor air pollution are the major risk factors for COPD 












6. ACUTE COPD EXACERBATION 

An exacerbation of COPD is an acute event characterized by a worsening of the patient’s 
respiratory symptoms that is beyond normal day-to-day variations and leads to a change in 
medication. 

A. Common symptoms of Acute Exacerbation of COPD 

• Cough 

• Increase in breathlessness 

• Increase in sputum production and increase in sputum purulence 

• Chest tightness, wheezing 

B. Management of exacerbation of COPD 

• antibiotics should be given for all exacerbations; 

• for severe exacerbations, give oral prednisolone 30-40mg for around seven 
days; 

• give high doses of inhaled salbutamol by nebulizer or metered dose inhaler 
with spacer; or by nebulizer; 

• oxygen, if available, should be given by a mask that limits the concentration to 
24% to 28% 


Notes 





























Activity 

Demonstration of use of a peak flowmeter 



Notes 
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Case study 1 


A 69 year old male, chronic smoker presented to the primary health center with complaints of progressive 
breathlessness and wheezing associated with cough with expectoration for the last 8 years. 

He is fatigued most of the time and has started to avoid going out for walks He also complains of cough 
with mucoid expectoration on most days, especially more during the winter seasons. 

HISTORY 

• He reports that previously, he used to experience breathlessness only on strenuous exercise and 
did not face any difficulty in going to his room on the second floor. 

• However since the past one year, it has progressed to such a state that now while climbing a flight 
of stairs, he has to often halt to catch his breath. 

EXAMINATION 

• RR is 18/minute, HR is 90/minute (regular), BP is 138/74mmHg. 

• Sp02 is 93%. There is no cyanosis, clubbing or pedal oedema. 

• On respiratory system examination: 

• he has a barrel shaped chest 

• auscultation revealed bilateral polyphonic wheezing. 

Q. What is the probable diagnosis? How will you manage the patient? 


Notes 

































Case study 2 


An 18- year old college student has history of episodic attacks of shortness of breath, dry cough 
and wheezing for the past 5 years. These symptoms usually occur during change of weather or 
whenever she catches cold and tend to worsen during night and early morning. She also has 
history of recurrent sneezing, runny nose and itchy eyes. 

• She was advised some inhaler medications by a local health practitioner 2 years ago which 
she used to take on 'as needed' basis, but has discontinued after few months due to fear 
of inhaler addiction. Since then, she has been taking cough syrups during these attacks 
with partial improvement. She has never been hospitalized because of these respiratory 
complaints. 

PERSONAL HISTORY 

• Patient does not have fever, hemoptysis or loss of weight. She is unmarried and lives with 
her parents. Her father is a chronic smoker who smokes around 10 cigarettes per day for 
15 years often at home. 

• She sometimes helps her mother in kitchen after returning home from college. They 
frequently use dry wood for cooking. Her mother also had similar problems during 
childhood 


Notes 

































Case study 3 

A 25 year old female with known asthma for 10 years is on inhaler treatment. She was doing 
well till one year of her last follow up visit. 

• One Sunday morning, she started to have dry cough and runny nose associated with 
low grade fever and generalized body ache. On the same day evening, she also had 
increasing breathlessness and audible wheeze associated with chest tightness. 

• She took two puffs of levosalbutamol inhaler (with spacer) and two teaspoons of 
cough syrup. As her condition didn't improve by next day, she was taken to a 
primary health centre, 

• The medical officer in the PHC examines her and tells that she has an acute attack of 
asthma. 

• Her vital parameters were: Pulse 106/min, BP 140/90, RR 22/min, Temperature 
100.6 F. Her SP02 level was 95% in room air. She was having clear nasal discharge 
with congested pharynx. She was not using accessory muscles for respiration. The 
doctor could hear extensive wheezes over bilateral lung fields. 

Q. What are the points in favour of the diagnosis? How will you manage the patient? 


Notes 

































Case studies with solutions 

Case study 1 : 

Solution 

The features of this case are suggestive of COPD 

• He had breathlessness for the last 8 years 

• He had history of cough with mucoid expectoration 

• He is a current smoker. He has been smoking ~ 20 cigarettes /day for about 50 years. 


COPD and its Differential Diagnoses 

Diagnosis 

Suggestive features 

COPD 

Onset in mid-life. 

Symptoms slowly progressive. 

History of tobacco smoking or exposure to other types of smoke. 

Asthma 

Onset early in life (often childhood). 

Symptoms vary widely from day to day. 

Symptoms worse at night/early morning. 

Allergy, rhinitis, and/or eczema may also be present. 

Family history of asthma may be present 

Pulmonary 

Tuberculosis 

Sputum AFB +ve 

Onset at any age 

Hemoptysis may be present 

Chest X-ray may show abnormalities. 

Bronchiectasis 

Large volumes of purulent sputum. 

Hemoptysis may be present 

Commonly associated with bacterial infection. 

Chest X-ray/CT shows bronchial dilation, bronchial wall 
thickening. 















• In the absence of spirometry, based on the presence of risk factors, clinical findings and 
absence of atypical features of COPD, after ruling out alternative diagnosis, a provisional 
diagnosis of COPD may be made. 

• Spirometry remains the Gold standard and should be perfonned in all patients suspected of 
having COPD. 

TREATMENT 

• Inhaled salbutamol, two puffs as required, up to four times daily; 

• if symptoms are still troublesome, consider low-dose oral theophylline; 

FOLOW UP 

Once treatment has been optimised, the patient may be asked to follow up at primary health 
care level at least 

• every 3-6 month (mild to moderate disease) or 

• every 1-3 month (severe disease). 

The points to be assessed during follow up visits should be: 

• Inhaler technique and compliance to medications 

• Smoking status / efforts at cessation 

• Management of symptoms and their impact on daily activities 

• Frequency of exacerbations 

• Presence of comorbidities and complications 

• Efficacy of medications and need to modify the therapy 

• Assess for hypoxia using pulse oximetry 


Case study 2 
Solution 

Patient has cardinal symptoms of asthma which are of variable frequency and intensity along 
with a strong family history 

• These features support the diagnosis of asthma 

• TREATMENT 

• Step 1. Inhaled salbutamol pm 

• Step 2. Inhaled salbutamol pm plus low-dose inhaled beclometasone, starting with 
lOOug twice daily for adults 

• Step 3. Same as step 2, but give higher doses of inhaled beclometasone, 200ug or 400ug 
twice daily 








Case study 3 

Solution 

Diagnosis: A case of acute exacerbation of asthma. 

What does the doctor mean by acute asthma attack? 

• The patient’s clinical presentation is suggestive of acute exacerbation of asthma which 
is characterized by acute worsening of one or more of the asthma symptoms (cough, 
wheezing, chest tightness, dyspnea), leading either to increased need for rescue 
medications or hospitalization. 

How severe is her asthma exacerbation? 

• The patient has a non-severe (mild) exacerbation, likely precipitated by viral upper 
respiratory tract infection. 

Management of asthma exacerbation 

• Salbutamol in high doses by metered dose inhaler and spacer (e.g. four puffs every 20 
minutes for one hour) or by nebulizer; 

• Prednisolone 30-40mg for five days for adults or longer until they have recovered; 

• Oxygen , if available, if 02 saturation levels are below 90% 

(Follow the protocol discussed) 
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Outline of presentation 


1. Chronic respiratory diseases (CRDs) 

L What are CRDs 

n. Distinguishing between asthma and COPD 

2. Asthma 

L Assess, diagnose, treat, follow up 
ii. Acute exacerbation of asthma 

3. COPD 

l Assess, diagnose, treat, follow up 
i. Acute exacerbation of COPD 

4. Drugs used for asthma 

5. Activities and case studies 


Chronic respiratory diseases 


• Chronic respiratory diseases (CRDs) are chronic 
diseases of the airways and other structures of the 
lung. 

• It includes many chronic respiratory ailments such 
as COPD, asthma, occupational lung diseases, 
interstitial lung disease and others. 

• PEN focuses on bronchial asthma and COPD 

(chronic obstructive pulmonary disease) which are 
major public health problems in low- and middle- 
income countries , 
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Distinguish between Asthma and COPD 




4 - assess 4 . 


Miaiuro oipir story How rata IPEFSI 

0«* Im fJll <4 WkA«<nl •») X wtill* 


■ lh» Ptl irpmi by 


Asthma 



L Assess, diagnose, treat, follow up 
2. Acute exacerbation of asthma 


What is asthma? 


Asthma is a disease characterized by recurrent attacks of 
breathlessness and wheezing, which vary in severity and 
frequency from person to person. 

During an asthma attack, the lining of the bronchial tubes 
swell, causing the airways to narrow and reducing the flow of 
air into and out of the lungs 



How to manage a case of asthma 




































































Asthma pfotocoi 



Famity history of asthma or atopy 
®lrdoo"a lergerj 
Tobacco smoka 

Owtdoorard Indoor air pollution 
Respiratory viral infection* * 

1 Cough, Drfficult breathing, Chart tightness Wheeling 
1 symptoms are episodic or seasonal, vary over time and Intensity 
and a e worst during night and early morning. 


■ 'Exercise. Stress, Indoor a erger s 

* --- 

The strongest risk factors a ro a combination of genetic p redisposition & 
axpot u ra to al largans 




Aithma pm total 



Review asthma control every 3-6 months and 
more frequently when treatment has been 
changed or asthma is not well controlled. 



• Advise the patient to carry the device always 

• Emphesirethe need lor adherence to dogs. 

• Advice regard rig dealt ng with triggers. 

• About the reversible n ature of Illness, that 
asthma can be control led but may need 
continuous therapy and regUar follow up 

• Check for patient’s mhaiahon technique 


With medical support, each asthma patent 
must learn what triggers he>'she should avoid 





Exacerbation of asthma 


• Acute exacerbation of asthma is generally defined 
as "acute worsening of one or more of the asthma 
symptoms (cough, wheezing, chest tightness, 
dyspnea), leading either to increased need for 
rescue medications or hospitalization" 


Exacerbation of asthma 


Management of Exacerbation of asthma 


• Uncontrolled atthme symptoms 

I • Start ofthe patent'* usuai'flore-up’season 
3 • Exposure* tobacco smoke; indoor or outdoor ar polution; 
indoor • llergeni 

• Major psychologies I stress 



• Pw%p*«at ary rate more tl 

• Heart rate 2110 beeWminut*.(aduh) 

• In ability to complete sentences In one breath 

• PEER 33-SOW best or predicted 


Altered conscious te 
• Arrhythmia. hypotension, cyanosis 
-Silent chest poor respiratory effort. 
=Sp02«92% 


• Prednisolone 30-40irg tor five days tor adults and 1 mg per 
kg lor three days tor children, or longer, if necessary until 
they have recovarad; 

First line treatment • Salbutemoi in high doses bymeRered dose inhaler and 

spacer (eg tour puffs every 20 minutes tor one hour) or by 
ntbulwr 

• 0*ygen, if available, it 02 saturation levels are below 9(fK) 

• Ircreasa frequency of dosing via an metered dose Inhaler 
Second Una • and spweeror by nabulirer.or 

treatment * give selbutamol by continuous nebulitation at 5-iOmj per 

• hour, if appropnatenebulicer evailabto 


Advice 


• Avoid ogarette smoke and tngge' factors for asthma, if known 

• 3edt.ee dust as far as possible 




























































































Points to remember.. 


Asthma is a chronic disease of the air passages of 
the lungs which inflames and narrows them. 

The strongest risk factors for developing asthma are 
inhaled allergens 

Medication (salbutamol) can control asthma. 

Avoiding asthma triggers can a Iso reduce the 
severity of asthma. 

Appropriate management of asthma can enable 
people to enjoy a good quality of life. 


Chronic obstructive 
pulmonary disease 
(COPD) 



What is COPD? 


How to manage a case of COPD 


• Chronic obstructive pulmonary disease (COPD) 
is a progressive life threatening lung disease 
that causes breathlessness (initially with 
exertion) and predisposes to exacerbations and 
serious illness 


Assess 

• Diagnose 

•Treat 

Follow- V 


• Estabbrfia 


up % 

. Re* factors 

da gross 

• Non pharma 

• Symptoms 


• Pharma 

• Comp hence 1 

tSs‘ 


• Refer 

• Check far M 
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COPD pro lot of 


B * Tobacco smoking in forms 
•Outdoorar pollution 
• Pulmonary TB 
• Poorly treated asthma 

• Environmental tobaccounoka. Occupational aapotura 
■[apMurrlo bromanfuH smoke 


B L Progress** difficulty in breath ng 
•Chronic co 

• Chronic sputum production 



The primary cause of COPD is tobacco smoke (including seconb-hand or passive exposure!. 



f fac lines are avaMatx measu re Pea I eapratory flow rata 
IPCFB). 

Give two puffs of salbutamol. Measure after 15m 
f Improvement m PEF is smell - lees then 20% after 
admaiiatrati on of salbutamol, a diagnosis COPO •* likely 



C History 

C Symptoms and signs 
PIFR(if available] 

□ Differentiate between ASTHMA & COPD 

Moderate- if breathless wth normal acbvsty 
1 Severe - If breathless at rest 
Measure PEFR ard orygan saturation, if possible 



COPD proto cof 


Review every 3-€ months and more frequently 
when treatment has been changed or symptoms 
are not well controlled. 


Stop smoking and avoid dust and tobacco 
smoke; 

Keep the area where meals are cooked well 
ventilated 

Cook with wood or carbon outside the house, if 
indoor cooking have smoke outlet 
If possible, stop working in areas with 
occupational dust or high air poliubon 


COPD is not curable out treatment can releve symptoms, 
improve quaky of Ife ana reduce the risk of death 
















































































Acute Exacerbation of COPD 


WHO PEN Protocol 3.2 

Management of Chronic Obstructive Pulmonary Disease 


ASSESS 


TREAT 


ADVICE 



■ inli.ili*! ullnil.iirwl. two fuff* at rtMiUired. up I# four time* djtfj; 

■ it symptom* art- still iroubbmaw. consider hw-ilo** otol tbwpl?lh»c\ 

■ tfipr»impnttnnhiilmsr«avaik*Mf> th*y 

• • * ■ • i"' 1 .. " • •• i' i■ • * - 


COPD - Adt tee lo patients and families 


■ wlixura Ui« i uukibliiiil tl.U tiuiikiiii a oil li*i«ti< an |mIIiiUuii utn llwi 
raw risk far tor. iar COPD - tliarefar*. pnt»M*U with OOKI null atop 
nnmlinc ami a*Okl <ln»l mid fejfcmxn ihikAk 

■ I>m|> tlie »r«» whini rnuli «r» ruukwd wall Molililnl li; opining wmilim. 
ud doors; 


■ ccxdi Mttli Moud «r Nibw ontUik tin* Ibjum, if pMsiUo. ur build an cw«ti 
tn tlx* kllctxii wltk a chiniac) Uni touts tin snake outskU. 

■ slop work nx iu area* »Alt *«eijahoii.il dust or It^jli ui pilUitkaa usirg 
a mask may liukx but U nnoli to kiw an *ppr<txUw ili-.t^n and jrovlik< 
aiipquAli* resperaicry pntMtm 


• An exacerbation of COPD is an acute event 
characterized by a worsening of the patient's 
respiratory symptoms that is beyond normal day 
to-day variations and leads to a change in 
medication 



Treatment of Acute Exacerbation of COPD 


Managrmmt 
of Acute 
Exacerbation 


Indication* 

lor 

tiinpiUliNtin 


■ Antibiotics should be given for al exacerbations, 

• For severe exacerbations,give oral prednisolone 30- 
AOmgfor around seven days, 

• Give high doses of inhalad salbutamol by netxififer 
or metered dose inhaler with spacer; or by nebutzer; 

• Oxygen should be given by a mask 


• Cyanosis 

• Systolic blood pressure <90 mmHg 

• RR>30/mln 

• HR >110/mlnute 

• Pulse oximetry - Sp02<90% 

• Altered sensorium 

• Presence of severe co-morbid conditions 

• le g heart ft 


Points to remember.. 


• COPD is a common, preventable lung disorder 
characterized by progressive, poorly reversible airflow 
limitation 

■ The primary cause of COPD is exposure to tobacco 
smoke (either active smoking or second -hand smoke) 

• For women- exposure to indoor air pollution (such as 
solid fuel used for cooking and heating) 

• Many cases of COPD are preventable by avoidance or 
early cessation of smoki ng. 


Drugs used 
for 

Asthma & COPD 


Drugs used for asthma & COPD 


Short-Acting Beta-Agonists (SABAs): 

• Are typically used as "rescue" medications to 
provide quick relieve of asthma symptoms. 

• Includes ; salbutamol, terbutaline, levosalbutamol 

• Effect of i nha led form 

• Onset: l-5minutes 

• Duration : 3-6 hours 
Long -Acting Beta-Agonists: 

Includes Theophylline 




Nausea, Vomiting, Tachycardia 

itritis, high blood glucose, high 
|bk>od pressure, swelling of face and 

«y 



thrush, hoarseness 




















































































Peak flow meter 


Activities 

and 

case studies 



Case study -1 (contd) 


HISTORY 

• He reports that prtvioudy. he used to cicicncncK 
breathlessness an fry o n strenuous exercise and did not face any 
d-fic Jty mgo to ho room on the second floor. 

• However ancs tie past one year, it has progressed to such a 
state tiat now w*i e cfcmbng a ffcght of stairs, he has to often 
hah to catch ha beati. 

LX AMPLIATION 

• Wo 18/mmule, HR is SCVmnute (regviar), BP is Uy7* rTirT ^(? 

• So02b 9J%. There a no cyanase, dubbing or pedal oedero 

• On ir spratary system examination: 

• fetHrikd biitdkKapvdiiMe 

• aiauulUEbn mvwthidbiliaBfVilpdYPlionc wTMwine 


Case study-1 (contd) 



* A peak flow meter is a smal device 
that helps to monitor respiratory 
conditio ns such as asthma 

♦ It measures manmum airflow out of 
the lungs. 

* Peak flow meters are most helpful In 
assessing moderate to severe 
persistent asthma. 

• It is helpful to distinguish between 
asthma and CO PD 


Case study-1 


• A69 year aid mate, chronic smefcer presented to the 
primary heatt) center with complaints of prqgressve 
breathlessness and wheesng associated with cough with 
expectoration for tie last 8years. 

• He a fatigued mast of the time and has started to avod 
gong out far walks He also compa * *ts of coygh with 
mucod eiciecloration on most days, especially mare 
during the winter seasons. 

WHAT IS YOUR PR06A81L OlAGNC&XS ? 


Case study -1 (contd) 


Symptom si«cwtfm rf CDPO 


.*%• Sad bmMHeencs* fa BSe knt Sytvn 

Ownc uig|K 
'J-rcrt 4>uCljn 
pxwfwBnn 

He had Skin* f of uanjA wrtft moord 

r / i 

AiJtfMcXork Tdnxtxo 

* 

Mr k a current under. He km kem iwnk’m ~ 
20 cgjarr ar> /dm ft* aAdrf SO yec*». 




FgaioioT HdWililIjilW Dm p4nnl Kdda bind vhipal tfovl 
Airflow -W K^d M pL^yg^LXii. Jt-«( 

■ 

The features of this case are suggestive of COP D 


Case study -1 (contd) 


CONHRMING THE DIAGNOSIS 

• In the absence of speometry. based on the 
presence of nsk factors, dimcal findings and 
absence of atypical features of COPDt after ruling 
out alternative cfcagnosis. a providonal diagnosis of 
COPD may be made. 

* Spirometry remains the Gold standard and should 
be performed m all patients suspected of having 
COPD. 












































































Case study - 1 (contd) 


Treatment 

♦ Inhaled sabutamol. two puffs as required, up to 
four times darfy; 

•If symptoms are sttl troublesome consider low- 
dose oral theophylne; 

(see protocol attached) 


FOLLOW UP 


Onex treatment has been aptxnoed, the patient may be adted to 
foftow up at prvnary heahh aa levd at least 
every 3-6 month (mid to mode sate disease) or 
every 1-3 month (severe da ease). 


I he pons to be assessed during follow up vistsshoiid be: 

• IrfoaAer tedioque and oomefaanceto medcations 

• Smoking status / efforts at cessation 

• Management of ^fmptoms and therenpactondarfy 
activities 

• frequency of exacerbations 

• Presence of comarbicfctMs and complications 

• ifficacy of rnecications and need to modfy the therapy 

• Assess for hypaua uang pubeoimery 


Points to remember... 


• Even In the presence of carifcnal s^ns end 
symptoms, features that suggest an alternative 
diagnose should also be actively adied or sought 
for and m presence of these features 

• Diagnosis of COP D cannot be made/ excluded on 
the basis of a chest radograph 

• Sprometry is needed for con finning the diagnosis 
of COPDand stag mg the severity of CO PD 


Case study - 2 


• Anlt-ysrofc uol'i||ifcfed«n«h* h*asryo#Mpko«it4toJiko# 
khertivisof brash dry cowhand wf-Mur* for thi ptuSyadn- 

• Thsa kymptornkUMsIV occur did ir*chrii*ao#VMMtwt a mhinmm 
ihacdtJw* «ju*! and tend toMonondurinp lipMand Mtdy mornm* 

• Shi d*oh* hitaryo# stuff ■* mmsj*h, rtimy nsnaand ftcAyaya*. 

• Shi w« adWwaS smainhibr maAcSemby alocdhadtfi p silent* 
2 y*am 4Ro which tha usd toi*fat on'* nstdad* badv. but h* 
diicxsdfMiad Aa hw madtt dii toitar of irfcabr ddidon 

• Sfeca th*n,*hah* bsmtSinil cough vyri*» Aaring tftaiaSlsAkVMtfk 
part mI inpeoamaK 9s Km nmmr bast honpidbad buua d thw 
rmp«raio«y csaylanh 

WHIT IS VOUAPAOBAif JAGhOSS ? 


Case study-2 


PU&ONAL H6I0RY 

• htaKdoasndt hsrafcvar, ha no ptyns a bu of wa^K 

• 9s is unmarriari and has nth har paai& -hr talsr i* a chaonc 
a-ohrr tdioundia aand 10 (««<£• pir day far IS yarn odhn at 
h>m«. 

• 9s vonwdms hafe* hs irtxhar in blchst afair rattening homa from 
<jtil«g«. T>«*y t-aquurcV dry weed lor uDoterg rim netfsr d%o hid 
timikrpnMani during chihlheod 

WHIT IS VO«Jl OWGNOSiS? 


Case study - 2 


Patient has cardinal symptoms of asthma 
which are of variable frequency and intensity 
along with a strong family history 

These features support the dugnosis of asthma 


Case study - 2 


f stirs of isWtw or alert* luu A* nodi 


fSlina itseawa'iOum 

fSinita may atopac ^vn«w 
dtpsli 

Ap-0*« t is i#anmy»anmm 

met aid cdl* ► aft* na ctw rttprittry 

in Of tfyar* and any iduthud 

SKm 

f—» m<~e» cf nr ne ttjr ore ct 

MM *a«toamr 

(Sh wsmiu«w tens m 

MMWWteS 

hrajtfi or ffactgteiM* 

(tea Siy^livranilufemqngiani 

VliVte. 1 rmrrt Barrand manwce 

itBi 

VSiwi 

Sard (tMCffa (rcrrhl 

rmut^ImI «namir* werwrMng 

rvonopnortt «hN>: 


r^ntu- 

SmmVOnpntxrwtMr 1 ^, 

m> Mparsea foru-i* r—a cfar/n 

ward e.naa out rimra. arc# or 

P*rvoraihSar> ofMM lawwfo* 
rtteanton, : * w» •; 

fnl Nary tfiunvdMtni 

Qft*» tStwH wewea* 

>HWt»6rBntfodlniri 

rrmmot 


Case study - 2 


TREATMENT 


* Step 1. Inhaled sabutamol prn 

* Step 2. Inhaled sabutamol prn plus low-dose 
Inhaled bedometasone. starting with lOOug twice 
daily for adults 

* Step 3. Same as step 2. but give higher doses of 
Inhaled bedometasone, 200ug or 40Oug twice da#y 






























































Case study - 3 (contd) 


Case study - 3 


A2S yaar oM fanab wlh known Adwnafcr 10yur*i*oninliJM 
•vdCmwtf. 9 m ttMidoif^ttwIlflllmw ynir o#Km 1*1 Ubw upvftil 

Om SunWy motnifHi Um 4* tod to Km dry (jajpK dttS lunny idm 

MMXtotodtoidt bM # *j« fctMtr and tf m I j«d Uiiy adto. On dto mm day 
Uto dwhad in<j%*jiyt brttotfU atdaufibfe mKmiji 

auouitodtoidt cfumt 

9m took «*o ptifcofhvoftaibutanoJ Midair (Midi ipicM) aid t mo 
toa^oom d umj# kfiup Aft Km cxxadiicr dUn'i rprovn by nodi day. Jw 
wft tdtontoaprrtaiy Katoltitat** 

TTm rTMiJi-d off cm in the *HC wmitM Km and i UK dial dto Ka* an aul« 
diafcolaritoi 

►hr dialpaanaatwnni *ul» 106/min, 8* I40£0, kft 22/min, 
bmp* afar a iQ0.6F.HM SA02 bvultoM Safcinrown at 9 m wa> Karen 
tktar rtovd di*<JlMg« Midi icwyt*tod pK^yex 9 m Musnot tamp <uuivaay 
rtul* far mapnilon. Tito dxAo uadd K*m axtonsim mKm i ji* a« 
bldtoral iurp fnlA. 


Diagnosis: A case of acute exacerbation of asthma. 

What doe* dir doctor mean by oa/te asthma attjdc? 

• The patent's dima p-eseTtaton a suggestive of acute 
exacerbation of asthma wuch a chaacterurd by acute 
worse-»ng of one or more of the asthma symptoms (cough, 
wheenng, chest tightoess, dyspneal badng either to 
increased need far rescue medications or *iasp la man 

Hem severe rs her asthma ejaarbat/an ? 

• The patient has a nan severe (mid) exacerbation, tey 
orec plated by wal upper res oratory tract rfacS on 


Case study- 3 (contd) 


Management of asthma ex acerbat/an 

• Saibutamd m h^h doses by metered dose m hater and 
spacer (e g faur puffs every 20 minutes far one hour) or by 
nebutaer; 

• P-ednsoone J0-40mgfar five days far adepts or longer 
unt i tiey have recovered; 

• Oxygen , tfavarfatte, if 02 saturate)n evefc are below 90% 

(Fo ow tne protaco ds cussed) 


Notes 
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WHO Package of Essential 
NCD Interventions (PEN) 














